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{F 000} | INITIAL COMMENTS L {F oo

This visit was for the Post Survey Revisit (PSR)
to the investigation of Complaint Number
| INQDD84181 completed on 1/7/11.

Complaint #IN00084191: Corrected RECEIVED

' Unrelated findings cited. B
FEB 2§ 207
| Burvey Dates: 2/14-15/11 :

| Facllity nomber: 011150 LONG TERM CARE DIVISION !
Provider number: 1558760 INDIANA STATE DEPARTMENT OF HEALTH

Aim number; 200831020 ,

Survey Team:
Ellen Ruppal, RN

. Gensus bed type: i
SNF: 24
SNF/NF: 41 ,_
: TUta" ga : !

¢ ' Census payor type: .
3falu | Medicare: 24 {
Ay Medicaid: 18 : |

; Other: 23 1
! Total: 55 ‘ ! 1
- , ; : :

Sample: 6 i :

' These deficiencies also reflect state finding in
accordance with 410 1AC 16.2

| Quality review completed 2-17-11 ,

i Cathy Emswiller RN ; ;

F 282 . 483.20(k){3)(i)) SERVICES BY QUALIFIED : F 282

ss G | PERSONS/PER CARE PLAN | | , |'
i

_ (::5) DATE

onv DIRECTOR'S OR PROVIDER : ; .
// y/ i / /',u‘ LYWL -}.. (LYWL 2 FLL

Any defisiency staternent ‘ending with an asterisk (*) denates a deficiency which the mstututron may be excused from eorrecting prawdmg it & detarmnined that
other safeguards provide sufficient protection tthe patients. (See instructions.} Except for nursing hemes, the findinge stated above are disclosable 8{ days
following the date of survey whether or not & plan of comection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
daye following the date these documents are made avaiable to the faeility. If defickencios are cited, an appmvad plan of comeckion Is requisite to continued
program participation,
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F ZEZE Continued From page 1 F282| 1: The resident’s insulin and ‘;’_; é%(g /

' The services provided or arranged by the facility
i must b providad by quelified pereons in
| accordance with each resident's written plan of

Care.

I

* This REQUIREMENT s not met as evidenced

: by

| Based on observation, Interviews and regord
review, the facility falled to follow physigian's,
orders for 1 of 6 regidents whose records were

| reviswed for accuracy of medications, This

i deficit practice resuited In the residerit receiving
two fypes of incotrect madications (insulin and
eye medicationiand the omission of two additional
medications (bload thinner and appetite
stimulant.) The resident sustained a

| hypoglyeemic reaction, resulting in a fall and

' required emargerey room treatmertt.  Resident B

Findings Include:

1. During the orentation tour, on 214711 at 800
_&.m,, the Director of Nursing (DoN) identified
' Remdent B as being a recent admission to the |
| ! facility and having had a fall in the early moming
: hours of 2/14/11. The resident was ohserved to
" have abrasions on the forehead and both gides of
. his face. The right eye was beginning to turn dark
i :n color. !

- The clinical record of Resident B was reviewed,
on 2/14/1% at 10:50 a.m., and indicated the :
. resident had been admitted to the facility on i

| 2/7/11, from the Veteran's Administration :

| Healthcare System (VA). His disgnoses included,

" butwere not imited to: diabetes, hypertension, |

. back pain, giaucoma and urinary trast infection,

|

" what types of orders need

accucheck orders were clarified
with the attending phsyician
during the time of survey. The
resident’s eye drops, Megace and
Lovenox orders were clarified
with the attending physician
during the time of survey.

2:
the original date of compliance,
2/6/11,
order transcription on admission angd

All admission charts since

were audited for accuracy of

orders needing clarification were
addressed and clarified with the
attending physician during the time
cf survey.

P A
serviced on order transcription and
All

licensed nurses were in-serviced on

211 licensed nurses were in-

how to complete admission orders.

clarification and how to c¢larify
orders. All licensed nurses were int

serviced on the different types of

P insulin including onset, peak,
Guration. All licensed nurses were
in-serviced on the guidelines for
managing hypoglycemia and

hyperglycemia. An insulin reference
chart has been placed in each MAR for
| reference by the licensed nurses.

4
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" The admission arders from the VA included:
"MINSULIN, ASPART, HUMAN 100 UNIT/ML. INJ

INJECT 12 UNITS UNDER SKIN THREE TIMES

‘ DAILY BEFORE MEALS." This ordar had been
“transeribed as "Human 100u/tt 12 U subg

(subcutanacus) tid {thres timas daily) (bafore)

‘meals.” The Aspart insulin is Novolog which has

an onset in 18 minutes, with 1 to 2 houre peak
and 3-5 hours duration. The Human is Novolin

. which is Regular insulin witt an onset of 0.5 -1

. hour, and a peak in 2.6-6 hours and duration of

: 8-12 hours. The Human was the wrong type of

: ingulin. Thig informetion was obiained from a

' fact shest provided by the corporate nurse and
DaN, on 2/14/11 at 1:30 p.m.,

{The order alea inciuded "INSULIN, GLARGINE,

HUMAN 100 UNIT/ML INJ (INJECT) 45 UNITS

i UNDER SKIN AT BEDTIME DO NOT MIX WITH
| OTHER INSULINS" This order had been

transcribed as "Human R 100u/mi {102 unils per
miflilitar) 45 u (units) suby (svery) hs (hour of

.gleep). The Glargine insulin iz Lantus Insulin

with an onset of 1.5 hours, constant peak and 24

. hours duration. The Lantus is long acting insulin

and tha order had been transcribed for short
acting insulin, This information was obiained

from a fact sheet provided by the corporate nurse |-

and DoN, on 2/14/11 at 1:30 p.m..

' The admission orders included inaulin coverage,
PNSULIN, HUMAN REGULAR 100 UNT/ML INJ

180-200 4U (4 units of insulin), 201-260 61,
251-300 38U, 301-350 12U, 351-400 151), 8C
(sliding scale) QID (four times daily) AC (before

meals) GREATER THAN 400 UNITS CALL MD
: {medical doctor)." This order had not been
s transeribed on the medication record,

~nurses will be the DHS.

. admission orders within 24 hours

- (%4} D SUNMARY STATEMENT QF DEFICIENCIES I PROVIDER'S FLAN OF GORRECTION (X5}
FREFIX . (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR L2C IDEMNTIFYING INFORMATION) TAG CROG8-REFERENCED TQ THE APPROFRIATE DATE
i DEFICIENCY)
1 -
1 ]
F 282 Continued From page 2 F282| 4: Admission orders will be written

and verified with the attending
physician on admission. A second |
nurse will verify accuracy of order‘:s
and transcription to the MAR on
admission. Neither one of these
The DHS

or designee
will perform an audit of all ;
admission charts for completeness
and accuracy of transcription of

and make a notation of review on
the admission checklist. The DHS i
or designee .

will ensure that any orders needin%
clarification are clarified. The |
DCS will audit weekly the admissiJn
charts for completeness and accurady
of admission orders and will make é
notation of review on the admission
checklist. The unit managers will

review all new orders in morning i
meeting and clarify any orders at :

that time with the attending physician.

+ The unit managers will verify correct

' transcription at the time of rEVieﬁ

of the new order. The DES or designee
will perform

" & random audit weekly of new orders

for correct transcription and

agouracy of orders. The DHS will

i report monthly to the QA&A Committee

on outcomes of the audits for the next

! & months, and thereafter as determinbd by the
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E 232. Continued From page 3 F 282 committee. The DHS 1= responsible

: Resident B had not received the correct insulin for,
- any of the 7 days he had been in the facility and

i had received no coveraga for blood sugars above
| 180. Twelve times the giucometer ohecks |
| indicated the tlood sugar wes above the |
| parameter for coverage, b

for substantial compliance.

i Obsetvation of the insulin in the medication gart,
l on 2714141 at 11:00 a.m., indicated only one vial
| of insulin for Resident B. It was Humulin R 100
| units/ ml. and the label indicated, " use 12 units
- sub-gq 3 times a day with meals and 45 units
sub-q &t bedtime.”  The nurse (LPN #4) giving
medications on Resident B's hall was queried
about his Ingulin, on 2/M4/11 at 11:10 a.m., and
she indicated it was the only one used for him,

Review of the clinical record for Resident B, on

201414 at 10:50 a.m., indicated the night nurse
had recorded in the nurse's notes st 12:10a.m,,
i "Res (resident) found iying on floor next to bed on | |
“1(laft) side. Res not responding to verbal or -
physical stimuli, B/P (blood pressure) 130/78, P ; ;
(pulse) 101, R (respirations) 18. res has , |
: gbrasions to forehead, nose, and both (upper) i
' chesk bones, bleeding minimally—-Res B (blocd
sugar) @ (at) 23. Glucagen injection given and :
911 EMT {emergency medical technicians) i
called. Res remains unresponsive. BS @24,
L 0030 (12:30 a.m.) EMT'S arrive, more glucose
.given by EMTs. Res after 5 mins {minutes) able | ;
to answer simpla questions, often with wrong i ] 3
! response. atternpted ¢ (with) EMT, to put res f' ;
_back in bed. While attempting to set res upright, .
' Res. verbatized Jarge amt {amount) of pain in i . _
| back, EMT's placed on gurney and removed ree. | : i
| from bullding fo (local hospital)., family, Drand ! ' ;
| unit manager nofified. Will inform Dr of Res need i
*for §tu {foliow up) ¢ (with) BS (blood suger}and | i
1

| i
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PREFIX
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F 282

2. The admission orders for Resident B also

! transcribed as "Timolot 0.5% {timoptic) instill 1

Continued From page 4
insulin."

The hospital repott, dated 2/14/11, Indicated no
fractures. Resident B was sent back to the

| facility, on 2//14/11 with orders to decrease is

i jnsulin to 8 unlts at meal times and 30 units at
bedtime., Orders for Keflax {antibiotic) 500 mg
four times daily for 10 days and Bagitracin to the
wollrds three times daily until they were healed
wera sent by the hospital on 21411,

The physician was notified of the errors in insulin
administration, on 2/14/11 and ordered the
correction to Lantue 45 units at bedtime, Navolog
8 units at mealtime and coverage with Humulin R
as had heen originally ordsred gt the time of
admission from the VA,

Resident B had received 22 doses of the wreng
type of insulin and missed 12 coverage doses,
duting the period from his admission oh 2/7 fo
2114711,

. included an order for “drozolamide 2/timolal 0.5%
i (Cosopt) opth el (ophthalmic solution) 1 drop ou
{both eyas) bid {iwice daily).” This order had been

“drop in both eyes BID." The resident had

' recelved the wrong eve drops for 7 days. Coscspt
3 is & medigation for glaucoma gye disease. :
i |

Observation of the eye drops in the medication
.cart, on 2/M15/11 at 8:00 a.m., indicated the only
! eye drops for Resident B were Timoptic.

| |
| 3. The admission orders for Resident B included |
" an order for "ENOXAPARIN INJJ 30 MG/ 0.3 ML |

; SQ EVERY DAY." This order had not been |

F 282

FORM GME-2567({02-80) Fravious Varsions Obsolete

Evert ID:85U212

Factiity 1D 011150

If continuation sheet Page 5 of 10




s 26, 2011 B:o4M . 0?8F'%NT£'D 1?2;1512911
. 0
DEFPARTMENT OF HEALTH AND HUMAN SERVICES FORM APEROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQO. 0938-0391
STATEMENT OF DEFIGIENGIES (%1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
R-C
B.W
185760 e 021152011
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
1332 WATERFORD GIRCLE
| EALTH
MAPLES AT WATERFORD CROSSING HEA CAMPUS GOSHEN, IN 48526
(X4yD | SUMMARY STATEMENT CF DEFIGIENCIES I PROVIDER'S PLAN OF CORRECTION 18}
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F 282 | Cantinued From page & F 282!
- transcribed and the resident had not received any
of the doses of the injectable biood thinnar. i
: !
4, The 2/7M11 admission orders for Resident B
" also Included an order for "MEGESTROL TAB 40
- MG PO (orally) BID." This ardst had not heen ,
transcribed and the resident had not received any Lo
doses of the appstite stimulator. :
3.1-36(8)2) : . . _ :
F 333 483.26(m)(2) RESIDENTS FREE OF | Fa33|1: The resident’s insulina and f ///
88=0 | SIGNIFICANT MED ERRORS i accucheck orders were clarified '
The facility must snsura that residents are free of with the attending physician during
1 any significant medication errors. i the time of survey. The resident’s
| ieye drops, megace and Lovenox orders
This REQUIREMENT i3 not met as evidenced } were clarified with the attending

i Findings Include;

 by: =
- Based on observation, interviews and record |
i review, the facility falled to ansure 1 of 3 rea:zdents[
who received insulin, in a sampie of §, received
! the oorrect insulin dosages and coverages, The

: facility aiso failed to ensure medicatione were

transeribed and administered as ordered to 1 of 6 | :

. residerits whose records were reviewad for !

sccuraoy of medications. This deficit practice

' resulted in the resident receiving two types of

" incorrect medicationis (insulin and eye
_medication) and the omission of two add|t|onal
: medications (blood thinner and appetite

- gtimulant,) The resident sustained a

" hypoglycemic reaction, resulting in a fall and

Resident B

required emergency room treatment.

. Resident 8

| physician during the time of survey|

| 2/6/11,

2:All admission charts since

the original date of compliance,

were audited for accuracy ‘
of order transcription on admission}
and orders needing clarification '
were addressed and clarified with ’

Lo
the attending physician during the , -

i time of survey. All diabetics were -

reviewed for accuracy of their

insulin and accucheck orders and

. parameters for calling the attendindy

physician were cbtained.
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SUMIMARY STATEMENT OF DEFICIENCIES |

1. During tha arientation tour, on 2/14/11 at 9.00
a.m., the Director of Nursing (DoN) identified
Reeidant B as being & récent admission {o the
facility and having had a fall in the early morning !
hours of 2/14/11. The resident was observed to
have abrasions on the forehead and both sides of ¢
his face. The right eye was beginning to turn dark:
in colat.

The clinlcal recard of Resldent B was reviewed,
on 271411 at 10:50 a.m., and indicated the :
regldent had been admitted to the facility on
277111, from the Veteran's Administration
Healthcare System (VA). His diagnoses included,
but were not imited ta; diabetes, hypertension,
back pain, giaucoma and urinary tract infection.

|
The admission orders from the VA included: E
"NSULIN, ABPART, HUMAN 100 UNIT/IML. IMJ
INJECT 12 UNJTS UNDER SKIN THREE TIMES |
DAILY BEFORE MEALS." This order had been |
trangnribed as "Human 100u/ml 12 U subg !
| {subcutaneous) tid {(three times dally) (befare) .
‘rneals.” The Aspart insulin is Novolog which has:
an onset in 15 minutes, with 1 to 2 hours peak d
| and 3-6 hours duration. The Hurnen is Novolin
: which is Regular insulin with an onset of 0.5 -1
hour, and & peak in 2.5-5 hours and duration of |
8-12 hours. The Human was the wrong type of
insulin. This information was obtained from a fact-
sheet provided by the corporate purse and DoN,
fon 2/14/11 at 1:30 p.m..
: The order alao included "INSULIN, GLARGINE,
, HUMAN 100 UNIT/ML INJ (INJECT) 45 UNITS
i' UNDER SKIN AT BEDTIME DO NOT MIX WITH
| OTHER INSULINS" This order had been |
' transcribed as "Human R 100u/ml (100 units per
Ii milliliter) 45 u (units) subq (every) he (hour of

(X4) ID D PROVIDER'S PLAN OF CORRECTION i
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGCH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROS3-REFERENGCED TO THE AFPRURRIATE DATE
DEFICIENGY)
F 333 | Continuved From page 6 F 333! 3: All licensed nurses were

in-serviced on order trapscription
and how to complete admission orders.

211 licensed nurses were in-servicepf

on the different types of insulin
including on sent, peak, duration.
All licensed nurses were in-serviced
~on the guidelines for managing
hypoglycemia and hyperglycemia. An
insulin reference chart has been
placed in each MAR for reference
by the licensed nurses. All licensed
nurses were in-serviced on completipg

and decumenting on the diabetic fiop

sheet for all resident receiving
accuchecks

4: Admission orders will be written
and verified with the attending
physician on admission. A second
nurse will verify accuracy of orders
and transcriptien tc the MAR on

jadmission. Neither one of these
inurses will be the DHS. The DHS or
|designee will

:perform an audit of all admission

jcharte for completeness and accuracy
of transcription of édmission orders
within 24 hours and make a notation :
'of review on the admission checklist. i
iThe DHS or designee will ensure that !
any orders

needing clarification are clarified.
The Pirector of Clinical Services i
will audit weekly the admission charts fér

completeness and accuracy of admission ox:'ders
. . i
.and will make a notation of review !

;on the admission checklist. !
- |
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4} 1D SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORREGTION (xa)
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX | (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) THG | CROES-REFERES(E:;% I"rza gg)e APPROFPRIATE DATE
F 333 | Continued From page 7 F 333! The unit mangers will review all
sleep). The Glargine insulin s Lantus Insulin . new orders in the morning meeting
with an onset of 1.5 hours, constant peak and 24 and clarify any orders at that time
hOUFS dl.ll'ﬁﬂn. The L&htus & I::‘ng aCting iﬂsum’l with the attending phygician. The
a”‘_j th? OFd:El’ ha‘_j b_een tr&"?‘-’“bed for shon i unit managers will verify correct
gcting insulin, This information was oblained : e . \
from & fact sheet provided by the corporats nurse , transcription at the time of review
and DoN, on 2/14/11 at 1,30 p.m.. i of the new order. The DHS or designee
: will
The admission orders intluded insulin coverage, perform a random audit weekly of
:Iglosgé-éNhﬂLaﬂANt:EsUL’TiRj1%%?§gémé_l}NJ ! new orders for correct transcription
s units of insuling, - . ;
| 251-300 BU, 301-350 12U, 351-400 15U, SC . and accuracy of orders. The DHS or
{aliding scale) QID (four timas daily) AC (before designse will
meals) GREATER THAN 400 UNITS CALL MD perform a random audit weekly of all
{medical doctor).” This order had not been residents with insulin coverage to
transcribed on the medication racord. ' verify accurate and complete
Reeident B had not recaived the correct insulin for documentation of the biood sugars
2% 2 g . . . .
any of the 7 days he hed been in the facility and and. n.lsulm coverage given In
had received no rovarage for blood sugars above addition to appropriate and timely '
180. Twelvs titres the glucometar checks ! notification of the physician. i
indicated the blood sugar was above ths ' . The DHS will report monthly on
parametar for coverage. 1 outcomes of the audits for the next
R . L. { 6 months to the QA&A Committee,
Qbsgervation of the insulin in the medication can, - and thereaft
Pon 2/14/11 at 11:00 a.m., indiestad only one vial anc thereatter as _
. of insulin for Residant B. [t was Hurmulin R 100 determined by the QAA committee.
units/ ml. and the label indicated, © use 12 units | The DES is responsible for
sub-g 3 times a day with meals and 45 units - substantial compliance.
| sub-q at bedtime.”  The nurse {LPN #4) giving !
' medications on Resident B's hall was quertied
. about his insulin, on 2/14/11 at 11:10 a.m., and ;‘
; she indiczted it was the only one used for him. E
| Review of the clinical record for Resident B, on
" 2414111 at 10:50 a.m., indicated the night nurse
: had recorded in the nurse's nofes at 12:10am., i
"Res (resident) found lying on floor next to bed on | i |
t{left) side. Res not responding to verbal or | |
1 H
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(pulse) 101, R (respirations) 18. res has
abrasions to forehead, nose, and both (upper)
-cheek bones, bleeding minimally--Res BS (blood
sugar) @ (af) 23. Giucagon injsction given and
811 EMT (emergency medical techniolans)
callad. Res ramains unregponsive, BS @ 24.

. 0030 (12:30 a.m.) EMT'S arrive, more glucose

to answer simplé questions, often with wrong
respongs. attempted o (with) EMT, to put res

| back in bed, While attempting fo set res vpright,

i Raee. verhalized |large amt (amount} of pain in

| back, EMT's placed on gurney and removed res.
i from bullding ta (lacal hospital)., family, Drand

- unit manager netified. Wil inform Dr of Res nead
 for $u (follow up) © (with) BS (blood sugar) and
1insulin.”

! The hospital report, dated 2/14/11, indicated no
| fractures. Resident B was sent back to the
facility, on 2¢/14/11 with orders to decrease is
tinsulin #o 8 units at meal times and 30 units at
"badtime. Orders for Kaflex (antibiotic} 500 mg
four timag daily for 10 days and Bacitracin to the
- wounds three times dally untit they wers healed
i were sent by the hospital on 2/14/11.

. administration, on 2/14/11 and orderad the

- correction to Lantus 45 units at bedfime, Novolog
§ units at mealtime and covarage with Humulin R
as had been originally ordered stthe time of

_adrmigsion from the VA,

! Resident B had received 22 doses of the wrong
‘type of insulin and missed 12 coverage doses,
; during the period from his admission on 2/7 to

L 2/114411.

‘given by EMTs. Res after 5 mina (minutes) able

i
i
i
|
i
¢
i
H
1

 The physician wae notified of the errors in insulin |

c b

(%4) 1D SUMMARY STATEMENY OF DEFICIENCIES T D PROVIDER'S PLAN OF CORRECTION (%)
PREFIX {EAGH DEFIGIENGY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) POTAG CROSS-REFERENCED TO THE APPROPRIATE OATE
§ DEFIGIENGY)
: ) !
F 333 Cantinued From page 8 : P F 333
: physical stimull. BrP (blood pressure) 130/76, P !
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12, The admission orders for Resident B also :
included an order for "drozolamide 2/timalo} 0.5% !
(Cosopt) opth 2ol (ophthalmic solution) 1 drop ou
(both eyes) bid (twice daily).” This ordet had been |
transeribed as "Timolol 0.5% (timoptic) instill 1
drop in both eyes BID." The rasident had
recglved the wrong eye drops for 7 days. Cosopt
: fa & madication for glaucoma eye disease.

Qbservation of the eye drops in the redication
gart, on 2/16/11 at 8:00 2.m., indicated the only
eye drops for Resident B were Timoptic.

3. The admission orders for Resident B included
an order for "ENOXAPARIN INJ 30 MG/ 0.3 ML
S0 EVERY DAY." This order had not been
transcribed and the resident had not received any
of the doses of the injectable binod thinner.

4, The 2/7111 admission orders for Resident B |
also inciuded ah order for "MEGESTROL TAB 40 |
MG PO (orally) BID." This arder had not beets -
tranzcribed and the resident had not received any -
doses of the appetite stimulator.

3.1-25{b)(9)
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